During the past five years we have been employing a doublebarrelled ileostomy in certain selected cases of ulcerative colitis and Crohn's disease of the colon. In essence, this procedure consists in dividing the ileum about 9 in. (23 cm.) from the ileocaecal valve, bringing the proximal cut end of ileum to the surface in the right iliac fossa to form a standard ileostomy, and bringing the distal cut end of ileum to the surface in the right hypochondrium. By this means the colon is defunctioned and it is also easy to apply topical therapy, such as corticosteroids, to the entire colon by dripping a solution into the distal ileal stoma. In addition to its allowing efficient application of topical treatment to the colon, conservative surgery can be practised on the isolated colon without the disadvantage of a faecal stream being present. The essential aim has been to see if restoration of the continuity of the gastro-intestinal tract can be performed subsequently without relapse of the disease.
Our object now is to describe the indications we have followed for employing this procedure and to present the results obtained up to the present time. Surgical technicalities are not dealt with, as they will be covered in detail in a separate article.
Indications
Our indications for double-barrelled ileostomy have been (1) severe disease failing to respond to a full medical regime; (2) chronic disease associated with local bowel complications, such as stricture, entero-enteric fistula, or perianal complications such as recto-vaginal fistula or severe fistula-in-ano; and (3) chronic disease in childhood associated with failure of normal development.
It will be appreciated that the orthodox treatment for all three of these categories is total colectomy with permanent ileostomy, although some would be suitable for the less orthodox procedure of subtotal colectomy with ileo-rectal anastomosis as employed by Aylett (1959 
Results
Thirty-one cases have been treated with double-barrelled ileostomy, the results being summarized in Tables I and II . We here describe some of the problems associated with our three indications for this procedure together with illustrative examples from each group.
Severe Disease Failing to Respond to Medical Treatment
Our experience has been that the great majority of attacks of ulcerative colitis can be terminated successfully by medical treatment. The medical management of a severe attack requires intensive hospital care, which must include certain basic general measures, such as control of water and electrolyte balance, blood transfusion, and maintenance of nutrition. In addition, specific therapeutic agents should be used to encourage rapid termination of the attack, and in our own hands the combined use of systemic prednisolone and topical hydrocortisone, applied by means of a rectal drip, has been the usual approach. Other agents such as anticholinergics-for example, propantheline bromide-and sulphasalazine (Salazopyrin) have occupied a secondary role. The regime which we have employed has already been described in detail (Truelove, 1962) .
When medical treatment appears to be failing, colectomy is the orthodox treatment. If done as an emergency procedure this carries a high mortality rate even in the best hands, being approximately 30% in the series reported by Lennard-Jones and Vivian (1960) despite the defunctioning ileo'tomy, and emergency colectomy has been necessary while the patient was still seriously ill-for example, Case 10. In other patients there has been temporary benefit, but the disease process has subsequently again become severe and necessitated colectomy, although this was usually an elective procedure-for example, Case 8.
Chronic Disease Associated with Local Bowel Complications
Our standard approach in such cases involves a three-stage procedure:
Stage 1--Creation of a double-barrelled ileostomy, to be followed by local treatment to the defunctioned colon. Stage 2.-The definitive procedure: either laparotomy with local resection of the affected portion of the bowel, to be followed by further medical treatment, or repair cf recto-vaginal fistula or fistula-in-ano.
Stage 3.-Closure of ileostomy. Three general points are worth making about this three-stage procedure. First, it is usual for us to perform the stages with a minimum of several weeks between them and to apply vigorous medical treatment, both systemic and topical, throughout the entire period to damp down the underlying disease. Secondly, it has been found that resection of portions of a defunctional colon is technically easy. Thirdly, little attention need be paid to classical points of section, because in the absence of a faecal stream the blood supply is adequate for perfect healing no matter where the colon is divided; in other words, the most limited resection is feasible.
Chronic Disease in Childhood Associated with Failure of
Normal Development
In some examples of ulcerative colitis in childhood it is possible to hold the disease in check reasonably well with corticosteroid treatment, but at the price of preventing the child from developing normally. The reason for the failure to grow and to pass through puberty is probably complex, and can be attributed in part to the disease and in part to the corticosteroid treatment.
In a few of these patients in whom we have been anxious to preserve the colon, if possible, a double-barrelled ileostomy has been done and only local corticosteroid treatment employed for the colitis. The results in the small group in which we have used this technique have been encouraging. Growth in height and weight has been rapidly resumed and puberty reached. It has been our practice to leave the colon uncoupled until the secondary sex characteristics are established and ideally until the child is as big as the parent of the same sex. Discussion A surgical procedure to isolate the colon was first described by Brown (1913) (Truelove, 1956 (Truelove, , 1957 , and independent controlled trials have demonstrated that the treatment is beneficial (Truelove, 1958 ; Watkinson, 1958 ; Matts, 1960) . It was therefore a logical step to see whether a double-barrelled ileostomy with diversion of the faecal stream would make local corticosteroid treatment more effective in severe ulcerative colitis. In addition, it also seemed possible that isolating the colon and applying local corticosteroid treatment would allow some local complications to be treated by limited surgery rather than by colectomy.
The first of these possibilities has not materialized. If severe ulcerative colitis does not respond to a full medical regime it is unlikely that the addition of a double-barrelled ileostomy with intensive local therapy will control the disease.
If the attack is acute and medical treatment is failing, an emergency colectomy should be performed even though this is still a dangerous operation. If the attack is less acute it may be best to carry out a double-barrelled ileostomy even though colectomy may be required later. In these circumstances the colectomy is usually an elective operation and comparatively easy to perform. In our second category of patients-that is, those with certain local colonic or rectal complications-the technique of doublebarrelled ileostomy combined with local corticosteroid therapy and limited surgery to the isolated colon has been encouraging. We intend to continue with this combined technique in suitable selected cases.
In the special group of children with stunted growth due to ulcerative colitis or to its treatment with corticosteroids, the results have also been encouraging. It can be questioned whether this approach to the treatment of ulcerative colitis in childhood is justified in view of the risk of carcinoma of the colon in such cases (Lagercrantz, 1955 ; Michener et al., 1961) . However, a variety of other factors influence the development of carcinoma in ulcerative colitis (Edwards and Truelove, 1964) , especially the presence of continuous symptoms, and it is therefore possible that if the patient is rendered entirely symptomfree the risk of carcinoma may be reduced.
In this article we have grouped together ulcerative colitis and Crohn's disease affecting the colon as if they were one and the same disease, which may indeed be so. Without concerning ourselves with this philosophical question, we nevertheless believe that a double-barrelled ileostomy followed by limited surgery is especially valuable in those patients with the clinical picture of Crohn's disease affecting a part of the colon.
It may seem strange that we have called this a preliminary report when we have been using the technique for five years. However, as ulcerative colitis and Crohn's disease can recur after years of freedom from symptoms, we judge that prolonged observation of the present cases and of others will be necessary before we can assess its value with a good measure of assurance. At present we are satisfied that the technique described is a valuable addition to the treatment of ulcerative colitis and Crohn's disease of the colon in selected cases.
Summary
Thirty-one selected patients with ulcerative colitis or Crohn's disease of the colon have been treated during the past five years with double-barrelled ileostomy combined with local steroid treatment of the isolated distal bowel.
The aims have been efficient topical therapy, the possibility of conservative surgery to the isolated colon, and the feasibility of restoring the continuity of the bowel subsequently without relapse of the disease.
The cases fall into three groups: (1) those with fulminating disease ; (2) those with local bowel complications ; and (3) those with chronic disease in childhood.
The results in the second and third groups have been encouraging. In the first group, however, although some patients rapidly responded to treatment, others failed to be controlled.
